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SUMMARY

On February 12, 2001, a60-year-old maevolunteer
firefighter responded to astructural fireinarural
area. At about 2116 hours, about two minutes after
arriving a thescene, hedeve oped difficulty breathing
after helping pull fire hose off the engine and
straightening it on theground. A crew member and
the Chief advised him to sit down and await the
ambulancethat wasa so responding tothefire. The
ambulance arrived about aminutelater, theill fire
fighter walked toit, and the ambulance departed at
2128for the nearest hospital, arriving at 2147 hours.
Enroute, thefirefighter wastreated with oxygen,
aspirin, and nitroglycerin. Heremained conscious,
thoughinincreasing respiratory distress, until helost
his pulse as the ambulance was approaching the
hospital. Cardiopulmonary resuscitation (CPR) was
begunintheambulance, and after about Six minutes
of advanced life support (ALS) in the hospital
emergency department, hisheartbeat wasrestored.
He was stabilized, and at 2300 hours he was
evacuated by helicopter to atertiary carehospital .
Henever regained consciousness, and neurol ogical
assessment indicated irreversiblebrain damage. On
February 19, at the family’s request, ventilatory
support wasdiscontinued, and thefirefighter died.

Althoughamyocardid infarction (heart attack) was
initially suspected, this was not supported by
subsequent eectrocardiographicfindingsor eevated
blood levesof cardiac enzymes. Theautopsy found
arteriosclerosisof someof the arteriesto thebrain,
and atherosclerotic coronary artery disease, but no
coronary artery thrombog sor ather sgnsof myocardia
infarction. Autopsy findingsindicated acutebrainand
spind cord damage dueto hypoxialischemia(lack of
oxygen), goparently aresult of thecardiacarrest. The
autopsy documented congestiveheart failure, and based

ontheclinical history and autopsy results, concluded
that this, complicated by an arrhythmia (abnormaity
of heart rhythm), wasthe most likely cause of the
acuteillnessat thefire scene. Thedeath certificate,
completed by the coroner of the deceased fire
fighter’scounty, listed “Hypoxia/ | schemia, Acute
[of thebrainand spind cord]” astheimmediate cause
of death, variousautopsy findingsasintermediate
causes, and“ Overexertionfromresponding to afire
cal with FireDept” astheunderlying cause.

The following recommendations address some
generd hedth and safety issuesidentified duringthis
investigation. Thislistincludessome preventive
measures that have been recommended by other
agencies to reduce the risk of on-the-job heart
attacksand sudden cardiac arrest among firefighters.
These selected recommendations have not been
evaluated by NIOSH, but represent published
research, consensusvotes of technical committees
of theNationa Fire Protection Association (NFPA),
or fireservicelabor/management groups.

The Fire Fighter Fatality I nvestigation and Prevention
Program is conducted by the National Institute for
Occupational Safety and Health (NIOSH). The purpose of
the programisto determinefactorsthat cause or contribute
to fire fighter deaths suffered in the line of duty.
Identification of causal and contributing factors enable
researchers and safety specialists to develop strategies for
preventing future similar incidents. The program does not
seek to determine fault or place blame on fire departments
or individua firefighters. To request additional copies of
this report (specify the case number shown in the shield
above), other fatality investigation reports, or further
information, visit the Program Website at
www.cdc.gov/niosh/firehome.html
or call toll free 1-800-35-N1OSH
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* Institute pre—placement and periodic
medical evaluations. These should
incorporate exercise stress testing (EST),
depending on the fire fighter’s age and
coronary artery disease (CAD) risk factors.

* Firefightersshould becleared for duty and
for respirator use by a physician
knowl edgeable about the physical demands
of fire fighting, the personal protective
equipment used by fire fighters, and the
various components of NFPA 1582,
Sandard on Medical Requirementsfor Fire
Fighters and Information for Fire
Department Physicians.

* Phase in a mandatory wellness/fitness
program for fire fighters to reduce risk
factors for cardiovascular disease and
improve cardiovascular capacity.

INTRODUCTION & METHODS

On February 19, 2001, a60-year-old volunteer fire
fighter died seven daysafter he becameill shortly
after arriving at the scene of astructural fire. On
February 22, the United States FireAdministration
notified NIOSH of the death. On September 18,
NIOSH contacted the affected Fire Department to
initiatetheinvestigation. On October 8, aNIOSH
contract physician traveled to Wisconsinto conduct
anon-siteinvestigation of theincident.

Peopleinterviewed included:

e TheFireChidf;

* AnAssgant Chief;

*  Crew memberson duty with the deceased fire
fighter;

»  Thedeceasedfirefighter’sspouse and son (who
was oneof the crew members);

* Alaw enforcement officer at the scene;

* Thedeceasedfirefighter’sphysician.

Documentsreviewed included:

* Fire Department policies and operating
guiddines,

» Thedeceasedfirefighter’straining records;

* FireDepartment annual report for 2000;

* The deceased fire fighter’'s medical records
maintained by hisprivatephyscian;

*  Ambulanceresponsereport;

* Community hospital emergency department
records,

* Refeard hospitd transport andinpatient records;

» FireDepartment incident report;

* Desathcertificate,

* Autopsy report.

INVESTIGATIVERESULTS

Incident. At 2058 hours, on February 12, 2001,
the now-deceased fire fighter received a page
indicatingafirecall. Hewenttothefiresation, where
Engine110, saffed by himandfour other firefighters,
departed for thescene of astructurd fire, arriving at
about 2116 hours. The engine parked about 100
feet upwind of thefire; therewasno smokeexposure
inthisarea. Theonly other firefighter at the sceneat
thetimewasthe Chief, who had arrived about el ght
minutesearlier, assessed the scene, and established
command. The Engine 110 crew began unloading
hoses, the now-deceased firefighter, wearing turnout
gear, went around the truck shutting drains, hel ped
pull fire hose off the truck, and then started
straightened (still uncharged) the hose while a
member of theattack team pulledit. (Norespiratory
protection was needed for these taskstherewasno
smoke exposure.) Snow piled on the sides of the
driveway where the engine was parked made
graightening thehosemoredifficult thanusud. After
about two minutes at the scene the now-deceased
firefighter said to acrew member that hewashaving
trouble breathing; the crew member told himto sit
down and notifiedthe Chief. Theill firefighter told
the Chief that he was sweating, had head and chest
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pain, andfelt dizzy. Hewasgasping for air but was
abletotak. TheChief told thefirefighter tosit on
the side of the engineand asked alaw enforcement
officer, who had responded to thefirecall, towatch
himuntil theambulance, which wasa so responding
tothecal, arrived.

Theambulance, staffed by threeintermediate-level
emergency medical technicians(EMT-1), arrived
withinaminute, and theill firefighter walked the
short distancetoit. Theambulancecrew put himon
the cot and noted that hewas sweating and bringing
up pink phlegm. He was unable to talk, but in
response to questions, nodded to indicate that he
had chest pain. Hispulsewas 78 and hissystolic
blood pressurewas 191 millimetersof mercury (mm
HQg).. Theambulance crew administered aspirin,
nitroglycerin, and oxygen. A 12-lead
electrocardiogram (ECG) showed a left bundle
branch block (LBBB, aheart rhythm abnormality)
and Q-waveand ST-T changesthat wouldindicate
ischemia(lack of oxygentotheheart) intheabsence
of LBBB, but not necessarily initspresence. [The
firefighter’sLBBB had been previoudy diagnosed
(seebdow), but theambulance crew and emergency
medical personnel at the hospital would not have
knownthis] Anintravenousfluidlineand anasa
airway wereinserted. Theambulance departed for
thenearest hospital at about 2128 hours. Enroute,
thefirefighter’srespiratory distressincreased despite
airway suctioning, and his pulse decreased. Two
attempts to place an endotracheal tube were
unsuccessful. Asthe ambulance approached the
hospital, thefirefighter had acardiac arrest (loss
of heartbeat), and the ambulance crew began
CPR.

Upon hisarrivd intheemergency department at 2145
hours, thefirefighter had no heartbeat (asystole),
but resuscitation effortsresulted initsrestoration six
minutes later. A chest x-ray showed signs of
congestive heart failure. Based on the reported

symptomsand initial ECG findings(also presentin
the emergency department after resuscitation), the
firefighter wastreated with athrombol ytic drug for
asuspect myocardia infarction (MI). Althoughthe
LBBB perssted, the other ECG findingsreturnedto
normal, and cardiac enzymes [CK-MB: 24
nanogramsper milliliter (ng/mL), troponin: 0.0 ng/
mL) werenot devated. Hispulseand blood pressure
were stabilized, hispulmonary edemawastreated,
and at 2300 hourshewastransferred by helicopter
to atertiary carehospital. Hisheart continued to
function, and there was no further
€lectrocardiographic or cardiac enzymeevidence of
anMI. Henever regained consciousness after the
cardiac arrest, and various neurol ogic examinations
andtestsa thereferra hospital indicated anoxic (lack
of oxygen) brain damage, withanincreasngly remote
likelihood of meaningful recovery astimewent on.
OnFebruary 19, at thefamily’srequest, ventilatory
support was discontinued, and thefirefighter died
sx hourslater.

Medical Findings. Pertinent findings from the
autopsy report, prepared by staff of the referral
hospitd, include:
1. Congedtiveheartfalure.
Cardiomegaly with left and right ventricular
hypertrophy
Myocyte hypertrophy, heart.
Pulmonary edema, congestion, and hemosiderin-
laden macrophages, lungs.
Chronic passive congestion, mild to moderate,
liver
2. Arteriosclerotic coronary artery disease with
lumina occlusion of over 95%inthe proximal
drcumflex whicharisesaberrantly fromtheright
snusof Vasdva[and] upto50% occlusionin
anterior interventricular artery, distd circumflex,
and posterior intraventricular artery, heart.
3. Anomaouscoronary artery distribution.
Tworight coronary ostiaand asingleleft coronary
ostium at base of aorta.
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Circumflex arisesfromthesamesinusof Vasdva
astheright coronary artery and transverseto
theleft posterior of the aorta.

L eft dominant coronary artery distribution, heart.

4. Bronchopneumonia, focal, mild, acute, lungs.
5. Hypoxialischemia, acute, varying severity, semi-
global, (cerebral, cerebellar, and spinal cord).

Infarct, acute/recent, middleand inferior tempord
gyrusand occipita lobes, bilaterd).

Atherosclerosis, moderate to severe, right
vertebrd artery, baslar artery, tempora branch
of right middle cerebral artery.

Status post cardiac arrest (pulselesstime 6-8
minutes).

Theautopsy report concluded that congestive heart
fallure, complicated by an arrhythmia (abnormality
of heart beat), wasthemost likely cause of theacute
illnessat thefirescene, and that before heart function
wasrestored followingthecardiacarrest, irreversible
brain damage had occurred. Thereport notesthat
anomalous coronary arteries have been associated
with sudden death in young athletes but that their
contributioninthiscaseisunknown.

The death certificate was signed on February 21,
2001, by the coroner of the deceased firefighter’s
county of residence; it recorded the manner of degth
recorded as” pending.” OnJuly 6, approximately
threemonthsafter the autopsy report was completed,
the coroner revised the death certificate to record
themanner of death as“accident” (the other choices
being “natural,” “suicide,” “homicide,” and
“undetermined”). Theimmediate causeof desthwas
recorded as“Hypoxia/ |schemia, Acute, Varying
Severity [affecting various areas of the brain and
spinal cord].” A number of findingslisted in the
autopsy report, including “Pulmonary Edema,” were
listed asintermediate causes. Theunderlying cause
wasrecorded as“ Overexertion from responding to
afirecall with FireDept.”

Thedeceasedfirefighter, aformer plumber, managed
aplumbing company. He smoked in the past, but
notinthelast 30 years. Hehad nofamily history of
heart disease. Heplayed golf regularly, walking the
coursewhere permitted. Healso bowled, walked,
cut his lawn with a push mower, and exercised
regularly a home, includingfast walkingonatreadmill
for 30 minutes three times a week. He never
mentioned symptoms of coronary artery disease
(CAD) or congestiveheart falure (CHF) tohisfamily
or crew members. He had no fire callsin the 24
hours preceding the oneat which hebecameill. On
theday beforethisincident, heworkedfor fivehours
onanadditionto hisson’'shouse. Ontheday of his
death, he came home from work and had dinner.
Hereported nothing unusud prior tothefirecall and
did not seemill. Ontheway tothefire, herodein
the right front seat of the engine, talking and not
showingany sgnof illness.

Thedeceased firefighter took oral medicationsfor
diabetes (diagnosed in 1999) and hypertension
(diagnosed in 1990). He also took a platelet
aggregation inhibitor as prophylaxisagainst heart
attack and stroke. In 1999, a carotid ultrasound
showed minima plagueand no high-grade stenosis.
In 2000, neurologicevauationfor visud disturbances
(episodes of double vision and blurred vision)
revealed substantial stenosis (narrowing) of both
vertebral arteries(which supply thebrain) and less
severeatherosclerosisof other arteriestothebrain.
Thisevaluation resulted inadiagnosis of transient
ischemicattacks. InJanuary 2000, anexercisesiress
test (EST) was cancelled becausetheinitial ECG
showed LBBB. (Evaluation of theexerciseECG
for ischemic changes can be problematic in the
presenceof LBBB.Y) Instead, amyocardid perfusion
study with vasodilator stresswasdone; no coronary
artery diseasewasfound.

The deceased firefighter’slast medical check-up
wasin January 2001. Hisblood glucose was 197
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(high, though lower than the 227 in June 2000), and
hishemoglobinA1c (anindicator of blood sugar over
the preceding severa weeks, and therefore abetter
indicator of diabetes control than asingle blood
glucose) was6.5% (upper limit of norma). Hisblood
pressurewas 170/90 (with a*“recent” blood pressure
of 146/74 noted). Hismedication dosageswere not
changed. Hisweight was199.5 pounds, unchanged
over the preceding year. Hewas 71 inchestall and
thushad abody massindex (BMI) of 28 kg/n?. (A
BMI above 25 kg/m? indicates overweight, and a
BMI above 30 kg/ny? indicates obesity.? At neither
thisvist nor past vistsdid themedicd recordindicate
any symptomsor signsof CHF.

DESCRIPTION OF THE FIRE
DEPARTMENT

TheFire Department, which operatesout of onefire
gation, hasupto 35 (currently 29) paid-cal volunteer
firefighters. It servesapopulation of 5,200 residents
inageographic areaof 160 squaremiles. In 2000,
the Department responded to 172 calls: 65 rescues,
35 hazardous conditions, 29 structural fires, 26
wildlandfires, 9 emergency medical assists, and 8
vehicle incidents. (Medical assistance calls are
handled by a county-wide volunteer emergency
medical service, but the fire department provides
rescue assi stanceif needed.)

Training. Toqualify asafirefighter, an applicant
must passaphysica agility test. Successful gpplicants
areassigned probationary status, during which they
must demondtrate variousproficienciesand complete
theWisconsin Firefighter 1 training course. The
deceased firefighter had been with the department
continuously since 1963, prior to current formal
training requirements. Thus, hehad experienceasa
driver/operator and fire inspector without
certification. Hedid, however, haveformal Fire
Fighter 1training. During hismorethan 37 yearsof
service for the Fire Department, he held various

positionsinthedepartment, including training officer,
captain, and assistant chief.

Medical Evaluations. The Department’svolunteer
firefighter gpplication asksalimited number of hedth
guestions (tobacco use, contact lenses, alergies,
medications, physicd limitations), but the Department
otherwise requires no pre-placement medical
evauation. Nor areany periodic medica evauations
required or offered. A volunteer whoisinjured or
hasawork-related illnessmust be cleared to return
to work as afirefighter by apersonal physician.
Medical clearancefor respirator useisnot required.
Thefire station does hot have exercise equipment,
and the Department does not have exercise/fitness
or health promotion programs.

DISCUSSION

Inthe United States, coronary artery disease (CAD,
atherosclerosis) isthemost common risk factor for
cardiac arrest and sudden cardiac death.* Risk
factorsfor itsdevelopment includeincreasing age,
male gender, heredity, tobacco smoke, high blood
cholesteral, high blood pressure, physical inactivity,
obesity and overweight, and diabetes.* Left bundle
branch block isan abnormal heart rhythm that can
be an indicator of ischemic heart disease,
hypertengion, aortic valvedisease, or cardiomyopathy
(disease of the heart muscle).®> The deceased fire
fighter had hypertension, and athough the autopsy
documented CAD, he had no medical history of
ischemic heart diseaseprior tothefatal incident. The
autopsy revealed no evidenceof aortic valvedisease
or cardiomyopathy.

Congestive heart failure®  istheinability of theheart
to pump blood normally at asufficient rateto meet
thebody’sneeds. CHF can result fromanumber of
underlying conditions, including cardiomyopathies,
CAD, heart valve abnormalities, and hypertension.
Shortness of breath is the most common initial
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presentation of CHF. Since there are multiple
mechanisms by which the body can adapt, or
compensate, for impaired cardiac function, CHF can
be present without any symptomsor interferencewith
ordinary activity. Conditionsthat can precipitateovert
CHF includeinfection (inthelung or elsewhere),
anemia, thyrotoxicosis, pregnancy, cardiac
arrhythmias, myocarditis(inflammation or infection
of the heart muscle), infectiveendocarditis (infection
of aheart valve), hypertension (with rapid elevation
of blood pressure), heat tress, physica overexertion,
discontinuation of heart failure medication, blood
transfusion, increased sodium intake, emotional
crigs myocardid infarction, and pulmonary embolus.
The deceased firefighter had hypertensionand an
arrhythmia, and at the onset of hisacute heart failure
he was engaged in relatively heavy, though not
unaccustomed, physical exertion. [Straightening
uncharged fire hose in piled snow while wearing
turnout gear would be considered relatively heavy
work, requiring 6-7 metabolic equivalents(MET);
fast walking requiresabout 6 MET .| Theautopsy
found no evidence of myocarditis, endocarditis,
myocardid infarction, or pulmonary embolus. Mild
pneumoniawas present, but thiscould have occurred
after hisacuteheart failureand cardiac arrest. There
wasnoindicationinhismedical record of anemiaor
thyroid disease. Therefore, themost likely etiology
of the deceased firefighter’'s CHF was CAD and/or
chronic hypertension, with the acute onset possibly
triggered by physica exertionat thefire.

NFPA 1582, Sandard on Medical Requirements
for Fire Fighters and Information for Fire
Department Physicians,> recommends a brief
medical evaluation annually and amore extensive
evaluation periodically according to the age of the
firefighter (lessthan 30: every 3years, 30-39: every
2 years, over 40 years: every year). NFPA 1582
recommendsEST for firefightersover theageof 35
withrisk factorsfor CAD andfor dl firefightersover
age40.

Thedeceasad firefighter wasoverweight for hisheight
but not obese. His hypertension and diabeteswere
under trestment, and hewasphyscdly active, engaging
inaerobicexerciseregularly. Although theautopsy
revealed longstanding CHF, this condition was
gpparently physiologically compensated (seeabove)
priortothefatd incident. A cardiacdresstest 12 months
beforehisheart attack did not detect CAD.

NFPA 1582 considers hypertension and LBBB
Category B conditions, that is, “amedical condition
that, based onitsseverity or degree, could preclude
aperson from performing asamember inatraining
or emergency operationd environment by presenting
aggnificant risk tothesafety and hedth of themember
or others.”? The deceased fire fighter's blood
pressurereadingsat hisphyscian’sofficewerewithin
therange cons dered acceptableby NFPA 1582 (less
than 180 mm Hg systolic, less than 100 mm Hg
diastolic). If diabetesisunder trestment withinsulin
or anora hypoglycemic agent and thereisahistory
of incapacitating hypoglycemia(low blood sugar),
then NFPA consdersit aCategory A condition, that
is,“amedica conditionthat would precludeaperson
from performing as a member in a training or
emergency operationa environment by presentinga
sgnificant risk to the safety and health of themember
or others” Otherwise, itisaCategory B condition.
Thereisno record of the deceased firefighter having
had ahypoglycemic episode. NFPA 1582 provides
no specific criteriafor determining whether Category
B diabetesisof a“severity or degree” that would
preclude medical clearance. NFPA 1582 considers
“cerebral arteriosclerosis as evidenced by
documented episodesof neurologicd imparment” a
Category A condition, Whether the deceased fire
fighter’strangent visud disturbanceswould condtitute
“episodesof neurologicimpairment,” and whether a
fitness-for-duty medical evaluation withintheyear
preceding thefatal incident would haveresultedin
medical clearance, with or without restrictions/
accommodations, are open questions.
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RECOMMENDATIONS

Thefollowing recommendationsaddresshedlth and
safety issuesidentified during thisinvestigation. This
ligtindudessome preventivemeasuresthat havebeen
recommended by other agenciesto reducetherisk
of on-the-job cardiac arrest among fire fighters.
These selected recommendations have not been
evaluated by NIOSH, but represent published
research or consensusvotesof Technica Committees
of theNational FireProtection Association, or fire
servicelabor/management groups.

Recommendation #1: Institute pre—placement
and periodic medical evaluations. These
shouldincorporateexercise stresstesting (EST),
depending on thefirefighter’'sageand coronary
artery disease (CAD) risk factors.

The purposeof pre-placement and periodic medical
evauationsistoensurethat firefightershavetheability
to perform dutieswithout presenting asignificant risk
to the safety and health of themselves or others.
Guidanceregarding the content of the eva uations
and scheduling of periodic medica examinationsfor
firefighterscan befoundin NFPA 1582, Sandard
on Medical Requirements for Fire Fighters and
Information for Fire Department Physicians.’? In
addition to providing guidance onthefrequency and
content of the medical evaluations, NFPA 1582
provides guidance on medical requirements for
persons performing firefighting tasks. NFPA 1582
recommends pre-placement and periodic EST
beginning at age 35 for thosewith CAD risk factors
and at age 40 for those without CAD risk factors.

Applying NFPA 1582 involveslegal and economic
issues, soit should becarried out inaconfidential,
nondiscriminatory manner. Appendix D of NFPA
1582 provides guidance for Fire Department
administrators regarding legal considerationsin
applying the standard. The economic concernsgo
beyond the costs of administering the medical

program; they involvethe personal and economic
costsof dealing withthemedical eva uation results.
NFPA 1500, Sandard on Fire Department
Occupational Safety and Health Program,
addressestheseissuesin Chapter 8-7.1and 8-7.2.3
Thesuccessof medica programshingeson protecting
the affected firefighter. The department must 1)
keep the medical records confidential, 2) provide
dternateduty postionsfor firefightersinrehabilitation
programs, and 3) if thefirefighter isnot medically
qudifiedtoreturntoactivefirefightingduties, provide
permanent alternate duty positions or other
supportive and/or compensated alternatives.
Unfortunately, the second and third requirementsmay
not beworkableinavolunteer department and could
thusimpair both acceptance by firefightersand the
Fire Department’sability toretainfirefighters.

Applying thisrecommendation invol veseconomic
repercussionsand may be particularly difficult for
gmdl, rurd, volunteer Fire Departmentstoimplement.
To overcome the financial obstacle, the Fire
Department could urge current members to get
annual medical clearances from their private
physicians (but see Recommendation #2). Another
optionishaving thebrief annua medicd evauations
recommended by NFPA 1582 completed by the
volunteer fire fighters themselves (medical and
occupationd history) and by EM Tsfromthecounty’s
EMS(vital Signs, height, weight, and visua acuity).
This information could then be provided to a
community physician, perhapsvolunteering hisor her
time, to review the data and provide medical
clearance(or further evauation, if needed). Themore
extensive periodic medical examinationscould be
performed by aprivate physician at thefirefighter's
expense, provided by aphysician volunteer, or paid
for by the Fire Department. Sharing thefinancial
responsibility for these evaluations between
volunteers, theFre Department, and willing physcian
volunteersshould reducethe negativefinancia impact
onrecruiting and retai ning needed volunteers.
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Recommendation #2: Fire fighters should be
cleared for duty and for respirator use by a
physician knowledgeable about the physical
demandsof firefighting, the personal protective
equipment used by firefighters, and thevarious
components of NFPA 1582.

Thedecisionregarding medical clearancefor fire
fighters requires knowledge not only of the fire
fighter’s medical condition, but also of the fire
fighter’sjobduties. Likewise, thedecisonregarding
medical clearance for respirator use requires
knowledgeof therespiratory protection devicesused
by firefightersand the conditions under which they
areusad. Sincethemedicd dlearancesfor firefighting
duty and respirator userequiremuchthesamehedth
information, it makes senseto coordinate scheduling
to obtain both of these clearance decisonsfromthe
samemedica evauation.

TheOccupational Safety and Hedlth administration
(OSHA) respiratory protection standard* requires
employers whose employees are required to use
respiratorsto haveaformal respiratory protection
program, including periodic medical evaluations.
SinceWisconsin does not havean OSHA--gpproved
Stateplan, publicemployers, including volunteer fire
departments, are not legally subject to OSHA
standards.®> Neverthel ess, werecommend that the
Fire Department voluntarily adhereto thehealthand
safety-related provisions of the OSHA standard,
including periodicmedica evauations.

Recommendation #3: Phase in a mandatory
wellness/fitness program for fire fighters to
reduce risk factors for cardiovascular disease
and improve cardiovascular capacity.

NFPA 1500, Sandard on Fire Department
Occupational Safety and Health Program,
requires awellness program that provides health
promotion activitiesfor preventing health problems

andenhancing overdl well-being.® Thelnternationa
Association of Fire Fighters (IAFF) and the
Internationa Associaion of FireChiefs(IAFC) joined
in a comprehensive Fire Service Joint Labor
Management WelIness/FitnessInitiativetoimprove
firefighter quality of lifeand maintain physical and
mental capabilities of fire fighters. Ten fire
departmentsacrosstheUnited Statesjoined thiseffort
to pool information about their physical fitness
programs and to create a practical fire service
program. They produced a manual and a video
detailingdementsof suchaprogram.® TheWed Iness
Fitness Initiative provides guidance regarding
wellness program content, to include physical
examination and eva uation, fitness, and behavioral
health. Wellness programs have been shownto be
cost effective, typically by reducing the number of
work-related injuriesand lost work days.*”*® An
unpublished analysisby the Phoenix, Arizona, city
auditor found areductionin disability pension costs
following a 12-year commitment to the wellness
program at the Fire Department.
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